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Z 000! Initial Comments Z 000

! This Statement of Deficiencies was generated as

- the result of a State licensure survey conducted
at your facility from 6/9/08 through 6/13/08.
Ten personnel recards were reviewed
The findings and conclusions of any investigation
by the Health Division shall not be canstrued as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.
The following regulatory deficiencies were
identified:

Z342| NAC 449.74511 Personnel Records - Licenses, | 2342 || ;7( > l af
TB, Background | Z 342 PERSONNEL RECORDS- |
i LICENSES, TB, BACKGROUND

' 3, A current and accurate personnel record for ,

' each employee of the facility must be maintained "CORRECTIVE ACTION:
at the facility. The record must include, without
limitation: : Employee # 10 is no lenger an
a) Evidence that the employee has obtained any | employee of the facility.
license, certificate or registration, and possesses i
the experience and qualifications, required for the | The facility has hired a full-time
position heid by the employee; ' staff Development Coordinator

' b) Such health records as are required by chapter to ensure training and education for
441A of NAC which include evidence that the facility staff follows regulations.
employee has had a skin test for tuberculosis in i
accordance with NAC 441A.375; and IDENTIFICATION OF OTHERS
¢) Documentation that the facility has not o
received any information that the employee has Al personnel and residents have the i
been convicted of a crime listed in paragraph (2) | potential to be affected by this practice.
of subsection 1 of NRS 443,188,

| This Regulation is not met as evidenced by: |

If defic.iencials are cited, an approved pian of comection m turned within 10 days after receipt of this g.rtateénent of deficiencies. o DT
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Z342| Continued From page 1 Z342
Based on record review and interview, it was SYSTEMS C GES: 7 l3 ! &
determined that the facility failed to obtain ;
: o rd
tuberculosis testing in accordance with NAC g:j;t:d]:e: ﬂ:ﬁ?: Ets;:;:m '::)a::;,:l;:,r
| 441A for 1 of 10 employees, (#10) employee's required TB screens. Results
| H <€
Findings include: \g:::: Ir::to!l"ded on the * Personnel Record
Employee #10: The employee was hired on .
3/18/08. Review of the record failed to reveal MONTTORING:
evidence of tuberculosis testing. An interview ;
- tC t
with the staff development coardinator at 3‘:‘ i‘:g:;:;lg:g?:gs tzo;im,:;:,hly
approximately 2:00 PM on 6/12/08, confirmed Performance Improvement Committes
that the facility had no evidence of tuberculosis Performance improvement plans will bé
testing. implemented as needed
Severity 2 Scope 1
Z393 Personnel Training in Dementia 2393

NAC 440.74522 Employees of facility which
provides care to persons with dementia.

1. Except as otherwise provided in subsection 4,
each person who is employed by a facility for
skilled nursing which provides care to persons
with any farm of dementia, including, without
limitation, dementia caused by Alzheimer ' s
disease, who has direct contact with and provides
care to persons with any form of dementia and
who is licensed or certified by an occupational
licensing board must complete the following
number of hours of continuing education
specifically related to dementia:

(2) In his first year of employment with a facility
for skilled nursing, 8 hours which must be
completed within the first 30 days after the
employee begins employment; and

: (b) For every year after the first year of

employment, 3 hours which must be completed
on or before the anniversary date of the first day

i of employment,

Jeficiencies are cited, an approved pian of correction must be ratu rmed within 10 days al
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Initial Comments

This Statement of Deficiencies was generated as
the result of a State licensure survey conducted
at your facility from 6/9/08 through 6/13/08.

Ten personnel records were reviewed

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

The following regulatory deficiencies were
identified;

NAC 449.74511 Personnel Records - Licenses,
TB, Background

3. A current and accurate personnel record for
each employee of the facility must be maintained
at the facility. The record must include, without
limitation:

a) Evidence that the employee has obtained any
license, certificate or registration, and possesses
the experience and gualifications, required for the
position held by the employee;

b} Such health records as are required by chapter
441A of NAC which include evidence that the
employee has had a skin test for tuberculosis in
accordance with NAC 441A.375; and

c) Documentation that the facility has not
received any information that the employee has
been convicted of a crime listed in paragraph (a)
of subsection 1 of NRS 449,188,

This Regulation is not met as evidenced by:

Z 000

2342

Z 342 PERSONNEL RECORDS-

13 lot

LICENSES, TB, BACKGROUND
CORRECTIVE ACTION:

Employee # 10 is no longer an
employee of the facility.

The facility has hired a full-time
Staff Development Coordinator

to ensure training and education for
facility staff follows regulations.

IDENTIFICATION OF OTHERS

All personnel and residents have the
potential to be affected by this practice.

LABORATORY DIRECTOR'S OR PROVIDER/SUPP

If deficiencies are cited, an approved plan of

returned within 10 days after receipt of this statement of deficiencies.
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2342 Continued From page 1 2342
SYSTEMS CHANGES:
Based on record review and interview, it was
determined that the facility failed to obtain New hire nursing competencies will
tuberculosis testing in accordance with NAC now be completed during orientation
441A for 1 of 10 employees. (#10) week. Nursing competencies will be
repeated annually.
Findings include;
Competencies for current staff wili
' Employee #10: The employee was hired on be obtained during monthly competency
3/18/08. Review of the record failed to reveal fairs supervised by the Staff Development
evidence of tuberculosis testing. An interview Coordinator, or their designee.
. with the staff development coordinator at
approximately 2:00 PM on 6/12/08, confirmed The Human Resources Director is
that the facility had no evidence of tuberculosis now using the form provided
testing. by the BCL. Cwrrent employees
. signed the new form.
Severity 2 Scope 1
The new form ( CHS } is now included
Z393 Personnel Training in Dementia Z393 in our new employee orientation packet.
NAC 449.74522 Employees of facility which The Staff Development Coordinator has
provides care to persons with dementia. developed a  tickler ” system to monitor
1. Except as otherwise provided in subsection 4, employee’s required TB screens. Results
each person who is employed by a facility for will be recorded on the *“ Personnel Record
skifled nursing which provides care to persons Check List.”
with any form of dementia, including, without
limitation, dementia caused by Alzheimer's MONITORING:
disease, who has direct contact with and provides
| care to persons with any form of dementia and The Staff Development Coordinator
who is licensed or certified by an occupational will report their findings to the monthly
licensing board must complete the following Performance Improvement Committee .
number of hours of continuing education Performance improvement plans will be
specifically related to dementia: implemented as needed
(&) In his first year of employment with a facility
| for skilled nursing, 8 hours which must be
completed within the first 30 days after the
| employee begins employment; and
{b) For every year after the first year of
employment, 3 hours which must be completed
| on or before the anniversary date of the first day
| of employment.
f deficiencies are ciled, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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2. The hours of continuing education required to
be completed pursuant to this section:

{a) Must be approved by the occupational
licensing board which licensed or certified the
person completing the continuing education; and
{b) May be used to satisfy any continuing
education requirements of an occupational
licensing board and do not constitute additional
hours or units of required continuing education.
3. Each facility for skilled nursing shall maintain
proof of completion of the hours of continuing
education required pursuant to this section in the
personnel file of each employee of the facility who
is required to complete continuing education
pursuant to this section.

4. A person employed by a facility for skilled
nursing which provides care to persens with any
form of dementia, including, without limitation,
dementia caused by Alzheimer ' s disease, is not
required to complete the hours of continuing
education specifically related to dementia
required pursuant to subsection 1 if he has
cornpleted that training within the previous 12
months.

5. As used in this section, " continuing education
specifically related to dementia " includes,
without limitation, instruction regarding:

{a) An overview of the disease of dementia,
including, without limitation, dementia caused by
Alzheimer ' s disease, which includes instruction
on the symptoms, prognosis and treatment of the
disease,;

(b) Communicating with a person with dementia;
(¢) Providing personal care to a person with
dementia;

(d) Recreational and social activities for a person
with dementia;

(e) Aggressive and other difficult behaviors of a
person with dementia; and

(f) Advising family members of a person with

{%4) ID SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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DEFICIENCY)
2393 | Continued From page 2 2393

Z 393 PERSONNEL TRAINING IN DEMENTIA
CORRECTIVE ACTION

The facility has hired a full-time Staff
Development Coordinator to ensure
training and education for facility
staff follows regulations.

On 6/23/08, the Staff Development
Coordinator conducted the mandatory
Alzheimer’s Training.

IDENTIFICATION OF OTHERS:

The Staff Development Coordinator

will identify employees who need

the annual Alzheimer’s training ( 3 hour )
through a review of their employee’s
personnel record.

SYSTEMS CHANGES:

The Staff Development Coordinator,
or their designee, will provide new
employees with the required 8 hour
Alzheimer’s training during their
orientation week.

The Staff Development Coordinator
is now conducting the required Alzheimer’s
training monthly for employees.

MONITORING:

The Staff Development Coordinator will
report their findings to the monthly
Performance Improvement Committee.
Performance improvement plans will be
implemented as needed.
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| dementia concerning interaction with the person
| with dementia.

This Regulation is not met as evidenced by:

| Based on record review and interview, it was

| determined that the facility failed to provide
dementia training in accordance with NAC
449.74522 for 3 of 10 employees. (#2, #3, and
#4)

Findings include:

Employee #2: The employee was hired on
3/10/97. Review of the employee's personnel file
failed to reveal documentation that the required
annual dementia training was completed.

Employee #3: The employee was hired on
9/17/03. Review of the employee's personnel file
failed to reveal documentation that the required
annual dementia training was completed.

Employee #4: The employee was hired on 3/9/04,
Review of the employee's persennel file failed to
reveal documentation that the required annual
dementia training was completed.

On 6/22/08 at approximately 2:00 PM, the staff
development coordinator was interviewed and
confirmed that there was no evidence that
Employees #2, #3 and #4 completed the annual
dementia training.

Severity 2 Scope 2

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
STATE FORM 6899 71QD11 If continuation sheet 4 of 4




